Anaesthesia and Intensive Care, Vol. 39, No. 6, November 2011 COVER NOTE The history of premedication "-an anaesthetic is a frightening adventure into the unknown over which a patient can exert no control, and few can meet this type of ordeal with equanimity" 1 . British Medical Journal, 1964. Prior to the discovery of anaesthesia, medication before surgery was the only way of diminishing the patient's suffering. In 1682, George Wedel, Professor of Medicine at Jena, suggested that opium could be given to a patient prior to an amputation so that he "... bears the burning and cutting of the limb with a readier spirit" 2 . Alcohol was often recommended for the same reason 3 . In 1805, Seishu Hanaoka, a Japanese surgeon, administered a potent oral mixture of alkaloids, largely from the Datura stramonium plant, to a woman for a mastectomy 4 . He called this mixture Tsusensan, successfully using it on many patients: it produced hours of complete unconsciousness -long before Morton demonstrated the effect of ether.
In the first few years of ether and chloroform anaesthesia, additional medication prior to surgery was thought unnecessary, although occasionally a teaspoon of brandy was given 5 . In 1864, Nussbaum in Munich and Claude Bernard, in France, simultaneously discovered that subcutaneous morphine intensified and prolonged chloroform anaesthesia. Some surgeons began to use it either during or immediately before the procedure 3 . Chloral hydrate was described by Oscar Liebrich in 1869 in Berlin, where he used it as an oral premedication. It was studied by Benjamin Richardson in Britain where it gained some acceptance as a premedication when he stated "Therapeutically, the agent is to be accepted as the rival of opium" 6 .
Dastre, another French physiologist who had worked with Claude Bernard, used atropine when anaesthetising dogs He recognised that there was a useful antagonism between morphine and atropine, leading to a decrease in respiratory depression and vomiting, and he believed atropine would prevent cardiac arrest during chloroform anaesthesia. As a result, morphine and atropine became popular as premedication in Europe in the late 1800s, but not in Britain, where the risk of respiratory depression was regarded as too great 7 .
In 1911, Dudley Buxton presented a paper on premedication with scopolamine, morphine and other agents to the Section of Anaesthesia of the Royal Society of Medicine 8 . This paper opened up the debate on premedication leading to a change in attitude amongst anaesthetists. Coincidentally, chloroform anaesthesia was becoming less common, while more anaesthetics were conducted with nitrous oxide and ether. Scopolamine and atropine were helpful in decreasing the secretions produced by ether while morphine-scopolamine premedication was a useful adjunct to nitrous oxide/oxygen anaesthesia.
Two years later in 1913, Gwathmey read a paper at the 17th International Medical Congress in London on oil-ether anaesthesia 9 . He suggested a comprehensive premedication of rectal chloretone* or paraldehyde in olive oil, followed 30 minutes later by an injection of morphine and atropine. He recommended that an ether/oil mixture be inserted into the rectum after 20 minutes, before moving the patient to the operating theatre a further 20 minutes later. Often no more anaesthesia was necessary. He stated "One of the great advantages of this method is that the anesthetic can be administered to the patient in bed without their knowledge..." 9 .
The introduction of oral barbiturates, such as pentobarbitone (Nembutal) and quinalbarbitone (Seconal), continued this trend in the 1930s. Many anaesthetists advocated preoperative oral barbiturates followed by a 'hypo', an injection of omnopon or morphine with scopolamine or atropine. It was believed that preoperative relaxation was important, even essential: "...the anaesthetic was begun without even the preoperative "hypo"; the patient died after not more than half a dozen breaths of gas. What killed him?...I believe he died of fright..." 10 .
It was also believed that early ambulation was undesirable and would lead to wound breakdown and other surgical problems. Patients were therefore heavily sedated both pre-and postoperatively and discouraged from getting out of bed. "Frequently he has no recollection of the first few days following the operation... Cyanosis of the lips, associated with cardiorespiratory depression, is usually of brief duration" 10 .
The introduction of intravenous induction agents removed two of the main problems with ether -fear of an inhalational induction and postoperative nausea and vomiting. "Anaesthetists today pride themselves upon the rapid and uncomplicated nature of the postanaesthetic period, which is reflected in the lower pre-operative incidence of the extreme fear which used to be so common..." By the 1960s there was a greater emphasis on intravenous drugs, both for induction of anaesthesia and analgesia, amid calls for the abandonment of intramuscular premedication in favour of oral tranquillisers for the management of anxiety. There was also a growing realisation that the vagaries of surgical schedules meant that preoperative medication was often ill-timed and therefore useless; "...the drug might just as well have been dumped down the drain, for the effect has been lost and only the sore arm remains..." 11 .
Over the last 30 years there has been a great change in surgical practice. Patients are now admitted on the day of surgery and the emphasis is on early mobilisation to minimise complications. Modern operating theatres have rapid turnover with a preoccupation with economic targets which have resulted in premedication becoming extremely selective. The majority of patients receive no premedication, although a recent Cochrane analysis of studies comparing placebos to various premedication failed to show that they caused any delay in discharge of patients 12 . But while premedication is now uncommon, there is no reason why this should prevent us from having a relaxed patient in the anaesthetic induction room. The quote at the start of this article continues "... The most effective form of mental preparation for the patient is a few kindly words of explanation and reassurance from the anaesthetist. There is no doubt that this aspect of the preoperative visit, which can be reinforced with premedication has been underestimated in the past" 1 . In the current era, obsessed as we are with informed consent, this statement remains extremely relevant.
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